The article explores how regimes of documentation, quantification, evidence, and accountability have come to shape encounters between program implementers, researchers, young people, and caregivers in one locality in northeastern KwaZulu-Natal, South Africa. Rather than simply critiquing the overemphasis on counting and accounting in global health, I examine the effects of these processes on the provision of services to young people and families. For those whose lives had been systematically excluded from view, processes of form filling could in fact be construed as services in themselves. Further, encounters structured around form filling could work to facilitate other modes of engagement, centered on the construction of forms of recognition, reciprocity, and obligation, and mediated by complex networks of patronage and dependence.
the children'), the Orphan Care-funded project site closest to the Centre. My aim was to understand the effects of the circumscription of categories of vulnerability and notions of care in the context of the HIV epidemic from the perspectives of the community-based staff and volunteers -the 'middle figures' (Hunt 1999) who were forced to negotiate between bureaucratic imperatives and individual needs -and of young people themselves, whose voices were generally absent from many accounts of the epidemic's impacts (though their images were frequently featured).
The façade of formality
In early 2009, shortly after I arrived in the area, I went to visit Sithanda Abantu to request their permission to conduct ethnographic research at their program site. I had visited them once before while accompanying Orphan Care's area coordinator for northern KwaZulu-Natal on her monthly rounds to each of the program sites under her supervision. Now that I had come to reside in the area, I wanted to spend some time at the site conducting participant observation, as I had in the Orphan Care head offices, in order to trace the effects of the PEPFAR policy and broader global health imperatives in this locality. Upon entering the center, I was greeted warmly by the project director, MaGumede, a middle-aged Zulu woman.
2 I explained my research, and my desire to spend some time at the center helping out with the program and learning about how they operated. MaGumede agreed eagerly and we made a plan for me to come back the next day. She was glad, she said, that 'Africa Centre' had come to visit them; they had come once before, she said, and given them some food, but they were 'always visiting' iThemba leSizwe, another PEPFAR-funded program in the area, instead of them. I tried to explain that I was not a part of the Africa Centre, but was simply a visitor there, but she seemed unconvinced.
The next day, after explaining the aims of my research to the staff, I offered them copies of the consent forms and other study documents, which had been translated into isiZulu, so that they could have them as a reference if they wanted to learn more about the research. MaGumede took the forms from me, immediately placing them in a drawer of her desk. 'We can take these papers, my child', she said, 'but we don't really need them. We know you already. We know what you are working on and what you want from the children, so we are just taking them to satisfy [Orphan Care] who do not know you like we do.' This comment surprised me, as I had only met MaGumede once before. However, I soon came to realize that the 'you' she claimed to know and to trust was rather a more diffuse figure -the Africa Centre, the foreign benefactor, the American, the white woman, the patron -a point I take up more fully elsewhere (Reynolds 2014a).
When I arrived to visit the center, MaGumede would stop the activities to announce my presence to the staff and young people in attendance, often instructing staff to sit down and speak with me formally, as they would be expected to do for an Africa Centre fieldworker who had come to survey them. When I expressed my interest in helping with daily activities, she suggested that I rather take photographs of the children receiving their meals or sit down and speak with one of the staff members, whom she would instruct to answer my questions. On one occasion, when I brought a few bags of rice and beans to contribute to the afternoon meal served to the young people, MaGumede called all the children inside to announce that I had brought them many gifts, and instructed them to thank me. Eventually, I was allowed to help with the serving of food to young people, passing plates to children through the window in the partially finished wall. Other than the brief exchanges of glances as I passed a plate or offered some other small form of assistance, there was little chance for conversation and engagement with the young people attending Sithanda Abantu, as they would all head for home as soon as the meal was finished.
Though I was initially frustrated by my inability to shift the tone of our interactions and by the ways that MaGumede and others seemed to change their behavior in my presence, I came to realize that these exchanges could offer me important insights into the interpersonal dynamics of local networks of global health and humanitarian aid. As Susan Reynolds-Whyte and her colleagues (2013, 147) have suggested, 'Sometimes the way people react to researchers reveals key features of the situation the researchers are trying to understand.' My engagements with MaGumede and the staff at Sithanda Abantu, and with others in the area, were deeply structured by the same historical inequalities that shaped the provision of services for young people more broadly.
Visiting homes and filling forms
Zinhle introduced herself to me on our first visit to Sithanda Abantu as 'ivolontiya', using the isiZulu transliteration of the English term 'volunteer'. She was in her early twenties, and had finished her high school degree a few years earlier. Despite her volunteer status, she seemed to be one of the most dedicated members of the center's team. She was always at the center when I arrived, busy cleaning the facility or attending to children. Though she received no payment for her work, she chose to do it, she told me, 'out of love for the children'. Among her many responsibilities, Zinhle was in charge of conducting monthly home visits to check on the status of each of the forty-seven young people registered as 'non-center children'. These visits generally took her several days to complete each month, walking from home to home across long distances. To observe the provision of services in the home setting and to provide some assistance, my research assistant and I offered to go with her on these visits.
On the first day, as we approached Sithanda Abantu, it was drizzling quietly. Zinhle came running out of the building to greet us. After a brief visit with MaGumede and the two other volunteers working at the center, we set off to begin the visits. For each child she visited, Zinhle was expected to complete a 'Volunteer Checklist' form. The topics covered in the version of the form I had been given by Orphan Care staff earlier that year included the following: the child's physical and mental condition (assessed through a series of seven 'Yes/No' questions), school attendance, and the presence of birth certificates and government welfare grants. The only places on the form where the volunteer was expected to suggest an intervention were under the two questions concerning grants and birth certificates, where the volunteer was asked to report what they planned to do to help the child to get a birth certificate or government grant.
Arriving at the first home, Zinhle introduced us to the mother of the registered child, who seemed less than enthused by our visit. We stood awkwardly as Zinhle pulled a worn notebook from her bag, and began to ask a few questions about the child's well-being. It was clear from her rapid pace that she was accustomed to these visits and the series of questions she was supposed to ask. After about five minutes, she closed her notebook and said we could leave. At the next home we visited, a woman was standing outside washing laundry in a large tub. After introducing us to the woman, Zinhle again pulled out her notebook and jotted a few notes as she asked the woman a series of questions. The questions took a bit longer, as we had to wait while the mother went inside to fetch the child's clinic card, one of the many documents Sithanda
Abantu was expected to keep on file for each child in their services so that they would have documentation to 'prove' their service numbers in case of an audit. Zinhle took the clinic card and placed it in the back of her notebook, telling the mother that she would return the document once she had photocopied it.
At a few homes, caregivers interrupted the process to talk about their difficulties, but these conversations were generally short, as the focus quickly shifted back to the structured questions Zinhle was asking. For example, in one particularly poor household, in which fifteen people were residing in two small wooden shacks, the older woman who had been answering Zinhle's questions interrupted her, turning towards me to tell me that her grandchildren had all lost their parents and that she had had to look after all of them on her own. She needed our help, she said, because the girls were getting into trouble, and two had even had babies, whom she was now responsible for as well. Zinhle told her that she would come back to visit the girls another time, and then returned to her questions on the status of the young children in the home.
We visited thirteen homes in all on the first day. Zinhle said that she was happy with the day's work, stating that she never would have been able to visit so many families in one day without my help. I was surprised by how little seemed to have been accomplished in each of the visits besides the perfunctory asking of questions for the Orphan Care form.
A few weeks later, Zinhle informed me that she had been given a series of new forms to fill at each home she visited, part of a new initiative of the Department of Social Development to create a national registry of orphans and other vulnerable children. She had been called to attend a short training on how to complete the forms, and had been given a copy of each. She was told that she would be required to fill out these new forms each month as well as the Orphan Care forms that she was already expected to complete. Department officials had emphasized that they would not be providing any compensation for this work or additional support for the center or for the young people registered by the volunteers. At the end of each month, she would be expected to travel to the department offices in Hlabisa to submit the forms herself. To help Zinhle with this task, I again offered to go with her to visit the homes and fill out the new forms.
Our first visit was to the home of an elderly woman who was caring for her ten grandchildren.
Inside the simple concrete home, the house was bare and sparsely furnished. The grandmother was lying in bed in a room lit only by some light shining in from the window. She was covered by a blanket and propped up awkwardly on one arm, and was visibly unwell. At her feet, wrapped in the same worn blanket, was a small infant. It was sleeping, face framed by a beam of light streaming through a large hole in the tattered curtain. The image was striking for its stark depiction of the classic metaphor of the 'AIDS orphan' crisis: an infant being cared for by a destitute and sickly grandmother.
After engaging in brief pleasantries, Zinhle pulled out the stack of forms, apologizing to the old woman for the need to fill out even more forms than usual. She struggled through the new forms, reading slowly and carefully to follow the meaning of the English-language form. She asked the old woman for her ID number, which was retrieved with some effort from a handbag stuffed deep under the mattress on which she was resting. When asked how many people slept here at night, the grandmother listed fifteen people, but was unable to remember the birth dates and other details for all the household residents until she sent one of the children to scour the house for ID books and other documents to show us. Zinhle carefully copied down all the details onto the form, leaving many blanks for missing information. It took more than an hour to complete the forms. The old woman and her granddaughter, who had joined us in the room to assist the grandmother in answering questions, seemed unruffled by the process and answered all the questions patiently. It was apparent that this kind of form filling was not unfamiliar.
The scene was similar at other homes we visited. Though the forms were long, the caregivers were unsurprised and entirely willing to answer the questions. In these initial visits with Zinhle, my strong impression was that filling out the forms was the only 'service' that was being provided, suggesting that perhaps the program was simply 'counting children', as Epstein's critique had claimed. In filling out these new forms, Zinhle's labor began to resemble that of the local community members employed by the Africa Centre to collect data explicitly for research purposes, a point I come back to below.
Producing service counts
Back at Sithanda Abantu, the various completed forms were sorted and placed in plastic sleeves to be readied for submission to Orphan Care for their PEPFAR reporting. They were not, however, inserted into the children's records kept at the center. Each child had a file, carefully lettered with their full name on the outside, which contained a copy of the OVC Registration Form. Some also contained copies of the child's birth certificate, clinic card, parent's identity documents, and death certificates for parents. There were no records, however, of the services they had received or of their ongoing needs. The service forms completed by Zinhle once a month were submitted to the head offices of Orphan Care, thus making it impossible for staff and volunteers to refer back to them to follow up on concerns or to monitor young people's progress and needs over time. Rather, the focus was on documenting the number of home visits completed to separate children, and creating the requisite paper-based 'audit trail' to back up service counts reported to PEPFAR each month. Under the PEPFAR guidelines, organizations were not expected to provide all seven categories of services, but rather were required to provide, or support the provision of, between one and three services from the list of basic 'needs'. The OVC Guidance explicitly encouraged PEPFARfunded organizations to 'leverage' what they referred to as 'wrap-around' services made available through other programs. Through this approach, PEPFAR-funded programs were able to count services for children that they themselves had not provided. Thus, by visiting a home and asking questions regarding the services that children were receiving, and providing advice about how to access government grants on some occasions, Orphan Care programs could report that they had 'directly served' an eligible young person. In this context, form-based home visits and other documentable 'services' were important for the ways they enabled program implementers and policy makers to count 'successes' and thus to continue to expand their programs and funding streams (Reynolds 2014b). Further, as these form-filling exercises proliferated, the possibilities for meaningful service provision were limited by the overemphasis on counting and measuring results. In this context, documentary practices that had initially been intended to improve the provision of services seemed to stand in for the services themselves.
Research and representation
In In early 2009, while conducting ethnographic research in the area, I also spent time going out with Africa Centre fieldworkers to observe the collection of routine surveillance data. On several occasions, I accompanied teams as they drove to designated areas within the DSA in a fleet of white Land Rovers, emblazoned with the Centre's logo, and then walked with fieldworkers as they traveled over the hills and along paths from one rural homestead to the next. Armed with stacks of numbered forms, GIS maps, and lists of household numbers and member names, the teams of fieldworkers would arrive, often after a few wrong turns, at a designated area and fan out to visit all of the scattered homes. They would approach a house, introduce themselves, and ask to see the silver Africa Centre tag, on which was written a five-digit code. Matching this to one of the numbered forms in their Africa Centre-branded pack, the fieldworker would ask to sit with the eldest household member present (usually a woman) and read through the questions on the many forms. By early afternoon, stacks of filled forms tucked neatly back into their satchels, the team reunited and piled into the Land Rover for the drive back to the research center. There, the forms were submitted to the Data Centre for entry into the Africa Centre Demographic Information System (ACDIS), the master database. Through these techniques, the Africa Centre had amassed a huge amount of quantitative data on household composition, socioeconomic status, migration, illness, and mortality for all 11,000 households (or 90,000 resident and nonresident individuals) in the subdistrict.
Research as service, service as research
As young people and families in the area were subject to multiple modes of form filling, many individuals I spoke with found it difficult to distinguish between the form filling of the Africa
Centre, aimed at the production of scientific knowledge, and that of organizations like Sithanda Abantu, purportedly intended to directly improve provision of services for young people. On several occasions during our visits to homes with Zinhle, people told us that they had thought we were coming from the Africa Centre -and that they had been intending to hide or to tell us to leave. 'The Africa Centre people ask a lot of irritating questions', one woman reported. At another home, an old woman kept saying that she didn't want to be 'checked', that she was an old woman and didn't have this disease, clearly referring to the Centre's HIV surveillance program, which came to each household in the area once per year to request a blood sample for HIV testing from all adult household members.
While at the Africa Centre conducting my research, I also became involved in an operational study that aimed to understand the dynamics of declining consent rates in the Centre's HIV surveillance program. In a paper drawn from the research (Reynolds et al. 2013) , my colleagues and I described how liminal figures such as field workers were forced to mediate tensions between the norms and standards of global health research and local life worlds. We suggested that ambivalent configurations of kinship, obligation, and trust crucially shape the conduct of HIV surveillance and thus the production of knowledge in this locality. These structural tensions contribute to a widespread confusion wherein participants tended to understand research as something akin to intervention. The conflation of research and service was not just a 
Making known
In attempting to understand individuals' responses to documentary practices, it is important to contextualize these processes of form filling and service provision within the tangled histories of intervention and exploitation that have powerfully shaped the experiences of those living in northern KwaZulu-Natal. In particular, it is essential to understand the ways that the colonial and apartheid state used modes of selective knowledge production and intervention to both ignore certain people and to control them. Practices of knowledge production were used to exploit and perpetuate inequalities, and to reveal and right injustices. Thus, not only did the process of form filling act as a 'service' in itself, but it also perpetuated older patterns of patronage, dependence, and inequality. Such contradictions are inherent, I suggest, in the dynamics of social life in this locality.
In the preface to the published report of the Second Carnegie Inquiry into Poverty and Development in Southern Africa, the authors highlight how the apartheid state maintained its exploitive and unjust system of rule in part through willful acts of not knowing, a state of mind they describe using the Yiddish phrase, 'Si mach sig nicht wissen dich' (You make yourself not to know) (Wilson and Ramphele 1989b) . Similarly, in a 1989 UNICEF report outlining the situation of young people in South Africa, the authors of a chapter entitled 'A Crisis of Caring', highlight the centrality of particular techniques of data collection and knowledge production to the apartheid order: 'The statistical information which a society chooses to collect or to ignore about itself tells one a great deal about the priorities (and the power relations) within that society' (Wilson and Ramphele 1989a, 69) . The apartheid state, they explain, developed a strategy of 'making itself not to know' about 'uncomfortable truths' by choosing not to collect information on particular groups, conditions, and regions within the country. In some cases, rather than collecting accurate data, the apartheid state relied on the production of a series of myths to perpetuate its agendas and justify its actions (Packard 1989).
Processes of selective ignorance and the production of particular forms of 'knowledge' in fact began as early as the mid-nineteenth century, when colonial settlers first began to arrive in the region known as Zululand. From these early days, attempts to gain control of land and seize power over the region were often justified as interventions on behalf of the 'natives', particularly innocent women and children. As many Africanist historians of medicine have shown, the history of epidemic patterns in Africa has been intimately tied to the social, economic, and political histories of colonialism and divergent forms of power. Interventions were generally targeted towards the maintenance of laboring bodies, and often neglected the quite significant disease burdens among women and children (Feierman 1985) . Many other diseases that affected black South Africans in the reserves and the very high rates of black infant mortality were not addressed, in part because 'African' deaths were unrecorded (Jeeves 1997). Through choosing not to collect data on the mortality of young black South Africans, the colonial state was able to avoid responsibility for the well-being of a large majority of the country's population.
Under apartheid, techniques of selective knowledge production were refined even further. By declaring certain areas of the country to be separate self-governing ethnic states, the government was able to avoid taking any responsibility for addressing the serious problems facing young children in much of the country (Asrat et al. 1989) . In Zululand, the most fragmented of the ten Bantustans, policies of 'separate development' and exclusion meant that for much of contemporary history formal institutional interventions were limited (Packard 1989). Despite mounting evidence, the apartheid state continued to deny problems in the Bantustans, employing partial or fictive data to claim that morbidity and mortality were actually on the decline.
While choosing not to collect data on certain conditions, however, other forms of knowledge production were essential to colonial and apartheid rule. While the apartheid government used particular modes of 'not knowing' to further their racist agendas, the collection of other forms of information was employed as a means of controlling the black population. As Keith
Breckenridge (2005) The ways in which forms of data collection, public health interventions, and local responses were folded into larger social processes and forms of oppression and resistance remained an important element of the history of public health in the region throughout the twentieth century, and continues to structure interventions and responses in the contemporary moment. It is in this light that processes of data collection and form filling could be seen to take on a particular significance in contemporary Zululand. In the post-apartheid moment, for those whose lives had been systematically excluded from view, the simple act of recognition, of registration, of documentation that is embodied in the filling of forms could foster an important sense of belonging and of recognition for individuals whose experiences and difficulties had been systematically ignored throughout much of recent history.
Just as the Africa Centre sought the support of the Zulu royal family and the traditional leadership to support their ongoing research in the area, organizations like Sithanda Abantu and individuals within the surveillance area learned to look to the Africa Centre as a potential patron.
Even MaGumede, the director of Sithanda Abantu, expressed an aspiration to be supported by the Centre on many occasions. In one conversation, for example, as she was telling me about the origins of Sithanda Abantu, MaGumede said:
When we were nothing we saw them building an Africa Centre for us. Now we see ourselves as rich because they can give you all the help you need when you get close to them. They come here and go to our homes. The desire to be supported, cared for, or even possessed by the Africa Centre, perceived as a wealthy patron with riches to bestow on the people of the area, calls to mind much older forms of sovereignty and patronage, characterized by dependence on a chief or traditional leader. Such language is a far cry from modern concepts of 'citizenship' deployed by many medical anthropologists attempting to understand how individuals negotiate systems of entitlement based on claims to membership in medical categories.
In this locality, citizenship is perhaps configured differently than in the liberal democratic ideal of much Western political thought, as James Ferguson (2013) 
Conclusion
The article has traced the effects of reporting requirements and documentary regimes as they structured the engagements of two organizations in one locality in northern KwaZulu-Natal, one purportedly providing services and the other conducting research. Rather than serving simply as a bureaucratic procedure disconnected from and effectively impeding the provision of meaningful modes of care, form-filling practices shaped the experiences of young people and their families in this area in important ways. First, in the context of a conflicted history of selective knowledge production and systematic neglect, the process of form filling could be construed as a 'service' in itself for those whose lives had been systematically excluded from view. Further, the process of form filling itself could serve to facilitate other forms of engagement, centered on the construction of forms of recognition, reciprocity, sympathy, solidarity, and obligation. Thus, the form served as a productive 'façade of formality' that allowed for other kinds of conversations to occur. Beyond the facade, however, the forms of belonging and modes of care produced through these processes drew upon older social orders and (re)invigorated local notions of support and care tied to notions of dependence. Thus, though the circulation of new biomedical technologies may have shifted forms of citizenship and belonging, the forms that these relations took and their effects on young people were being restitched out of old materials, colored by the effects of the region's long history of inequality and injustice.
While these conclusions are preliminary, and a much deeper historical and ethnographic exploration is necessary to fully understand the dynamics of research and reciprocity in this locality, it is clear that more is going on in the implementation of global health technologies than simply the creation of entirely new social forms. Rather, existing networks of power, patronage, suggest that it is necessary to first interrogate if and how these new governmental forms and biomedicalized categories are indeed (re)shaping everyday life in a particular locality. In reimagining and reshaping the concept of 'biosociality' in the context of global health research and intervention, we would do well to pay much greater attention to such processes and to take seriously the powerful ambiguities and contradictions created by the introduction of new technologies in diverse localities.
